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Pancreatic Tuberculosis in an Immunocompetent Patient:
 A Case Report and Review of the Literature 
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INTRODUCTION
Pancreatic tuberculosis is a very rare condition and presents with 

non-specific symptoms. Radiological imaging shows an incidental 
abdominal mass.1,2 In endemic areas, pancreatic lesions in young 
individuals and clinical features in favor of tuberculosis (fever and 
weight loss) should be evaluated for pancreatic tuberculosis.1

The diagnosis of pancreatic tuberculosis is often confirmed in 
exploratory laparotomy; however, in recent years endoscopic ultra-
sound-fine needle aspiration (EUS-FNA) provides a less invasive diag-
nostic alternative. Clinical suspicion is important to avoid unnecessary 
further diagnostic or therapeutic procedures.2

CASE REPORT
A 23-year-old woman presented with epigastric pain and weight loss 

to Amir Alam hospital, Tehran, Iran. She had lost four kilograms of 
weight during 2 months but denied any signs of nausea or vomiting and 
had regular bowel movements. In initial assessment at the emergency 
room, the patient was afebrile and had stable vital signs. She had marked 
upper abdominal tenderness but the physical examination was otherwise 
normal. Her medical or surgical history was not significant. She was not 
taking any medication and had no drug allergies.
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ABSTRACT

Pancreatic tuberculosis is extremely rare and its clinical and radiological findings are similar 
to those of pancreatic malignancy. The diagnosis of pancreatic tuberculosis is not usually made 
prior to surgery. Here, we report a case of pancreatic tuberculosis, presented with abdominal 
pain and weight loss. Abdominal computed tomography (CT) showed a 62 mm × 32 mm septate 
solid-cystic mass in the pancreatic head area with extension into the hilum of the liver. There was 
no evidence of inflammation or pancreatitis. Endoscopic ultrasound-fine needle aspiration (EUS-
FNA) could not yield the diagnosis. Exploratory laparotomy and further pathological evaluation 
suggested pancreatic tuberculosis. Response to antituberculosis treatment confirmed the diagno-
sis. Finally, previous case reports and case studies of pancreatic tuberculosis in the literature are 
fully investigated.
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Laboratory evaluations revealed mild anemia 
(hemoglobin level = 11.8 gr/dL), increased eryth-
rocyte sedimentation rate (ESR = 65 mm/hr) and mild 
elevation of liver enzymes (aspartate aminotransfer-
ase [AST]: 56 IU/L, alanine aminotransferase [ALT]: 
67 IU/L, alkaline phosphatase [ALP]: 387 IU/L, and 
normal amylase: 45 U/L). All other tests were normal 
including fasting blood sugar (FBS): 98 mg/dL, 
carcinoembryonic antigen (CEA): 1.5 mcg/L, car-
bohydrate antigen 19 - 9 (CA19 - 9): 12 U/mL, and 
alpha-fetoprotein (AFP): 3 ng/mL.

Abdominal computed tomography (CT, Bright 
Speed CT99, GE Medical System) showed a 62×32 
mm septate solid-cystic mass in the pancreatic head 
area with extension into the hilum of the liver. There 
was no evidence of inflammation or pancreatitis 
(figure 1). EUS (Olympus system) was then per-
formed, which revealed a retroperitoneal mass in 
favor of retroperitoneal gastrointestinal stromal 
tumor (GIST). EUS-FNA was performed using 
22G needle and three passes were made. Cytopa-
thological examination ruled out malignancy but was 
inconclusive. Therefore, the patient underwent ex-
ploratory laparotomy. A retroperitoneal cystic lesion 
was observed in the head of the pancreas and biopsy 
specimens were taken. The frozen section procedure 
revealed necrotizing granulomatous infection with-
out malignancy and biopsy specimens were sent 
for complementary assays. Gram staining, fungal 
infection staining, and acid-fast bacilli staining 

were non-contributory but caseating granulomas 
were observed in pathological examinations. A 
presumptive diagnosis of pancreatic tuberculosis 
was made, and isoniazid, rifampin, ethambutol, and 
pyrazinamide were prescribed for the patient for 6 
months. The diagnosis of pancreatic tuberculosis 
was confirmed in biopsy specimen culture 8 weeks 
after the surgery. 

Six months after starting the treatment, abdomi-
nal pain was relieved and the patient started to gain 
weight. Abdominal CT also revealed complete 
resolution of the lesion.

DISCUSSION

Except for a large intrapancreatic inoculum, pancreas 
tissue resists to mycobacterial invasion. Firstly, due to its 
unique situation in the retroperitoneum, which is pro-
tected from direct environmental exposure. Secondly, 
this resistance is due to antimycobacterial effects of 
pancreatic enzymes including lipase and deoxyribonu-
cleases extracts.3 Lotfi and colleagues reported only one 
case in 187 laparotomies in Iran between 1975 and 2004, 
suggesting no previous case reports of pancreatic tuber-
culosis from Iran till 2007 to their knowledge.1

Xia and colleagues described 16 patients from China 
with pancreatic tuberculosis and peripancreatic lymph 
nodes. They also reviewed a total of 58 cases of pancre-
atic tuberculosis, which had been reported in the litera-
ture between 1983 and 2003. The predominant symptoms 
were abdominal pain (75 - 100%), anorexia and weight 
loss (69%), fever and night sweats (50%), anemia (50%), 
and obstructive jaundice (30%). Laboratory abnormalities 
including mild anemia, lymphocytopenia, elevated eryth-
rocyte sedimentation rate, and elevated transaminases and 
alkaline phosphatase have been seen in approximately 
50% of cases.2,4,5 Pancreatic mass has been reported as 
the most common form of pancreatic tuberculosis (more 
than 50% of cases) and 70% of the patients had positive 
PPD (purified protein derivative) test.5 The initial diag-
noses included pancreatic tumor, chronic pancreatitis, 
retroperitoneal tumor, acute pancreatitis, and pancreatic 
tuberculosis.1 

Radiographic features in pancreatic tuberculosis are 
non-specific. Its findings resemble those of pancreatic 
malignancy. Sonographic imaging shows hypoecho or 

Fig.1: Abdominal tomogram showing a 
62×32 mm septate solid-cystic mass in the 
pancreatic head area with extension into the 
hilum of the liver.
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heterogenic masses, and hypodense image on CT. There 
may be multicystic lesions on imaging. Radiographical-
ly, complex cystic lesions are reported more frequently 
than solid masses.2,6 Presence of a thick margin around 
the pancreatic lesion is indicative of pancreatic tubercu-
losis.7 Findings that may suggest mycobacterial infection 
include the presence of rim-enhanced lymph nodes in 
the peripancreatic region or the mesentery, ascites, and 
a thickened bowel wall in the ileocecal region.6,7 Crite-
ria for the diagnosis of pancreatic tuberculosis were the 
presence of granuloma in histological sections or the pres-
ence of mycobacterium tuberculosis DNA by polymerase 
chain reaction (PCR).2 Most reported cases have been 
diagnosed via laparotomy. Percutaneous fine needle as-
piration has been recently used to diagnose pancreatic 
tuberculosis.6

In conclusion, the importance of this case report is 
considering the suspicion of tuberculosis before or dur-
ing the operative period, and appropriate bacteriological 
testing for these patients. In Islamic Republic of Iran, 
all physicians should be aware of the clinical features 
of pancreatic tuberculosis and conduct appropriate in-
vestigation to detect mycobacteria. It is also necessary 
to increase experience in endo-ultrasonography and fine 
needle aspiration in our country. Pancreatic tuberculosis 
is a treatable and a potentially curable condition. Thus, it 
is important for the physicians to consider this diagnosis 
especially in high-risk populations.
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